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COMPREHENSIVE REVIEW

Abstract
Given the personal and societal costs associated with acute impairment and
enduring post-traumatic stress disorder (PTSD), the mental health response
to disasters is an integral component of disaster response planning. The pur-
pose of this paper is to explore the compatibility between cognitive-behavioral
psychology and the disaster mental health model, and explicate how cognitive-
behavioral perspectives and intervention methods can enhance the effective-
ness of disaster mental health services. It is argued that cognitive-behavioral
methods, if matched to the contexts of the disaster and the needs of individ-
uals, will improve efforts to prevent the development of PTSD and other
trauma-related problems in survivors of disaster or terrorist events. First, the
similarities between models of care underlying both disaster mental health
services and cognitive-behavioral therapies are described. Second, examples of
prior cognitive-behavioral therapy-informed work with persons exposed to
disaster and terrorism are provided, potential cognitive-behavioral therapy
applications to disaster and terrorism are explored, and implications of cogni-
tive-behavioral therapy for common challenges in disaster mental health is
discussed. Finally, steps that can be taken to integrate cognitive-behavioral
therapy into disaster mental health are outlined. The aim is to prompt disaster
mental health agencies and workers to consider using cognitive-behavioral ther-
apy to improve services and training, and to motivate cognitive-behavioral
researchers and practitioners to develop and support disaster mental health response.
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Introduction
In the immediate aftermath of large-scale events and/or acts of terrorism,
many of the survivors understandably experience shock, anguish, anxiety, and
various symptoms associated with acute stress. Acute stress reactions involve a
range of experiences, including painful re-experiencing of the event, emotion-
al disengagement, difficulties with short-term memory, concentration, deci-
sion-making, insomnia, hyperarousal, and exaggerated startle reactions. The
acute psychological effects of trauma also can strain relationships and lead to
impairments in work and school functioning. Even though the acute impact of
disasters can be disruptive, most people do not require professional assistance1,2

and return to normal functioning of their own accord. Nevertheless, between
9% and 37% of individuals exposed to traumatic events, will develop post-trau-
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PTSD, depression, and substance abuse, are learned
responses. The development and maintenance of problems
can be explained by theories of learning that involve prin-
ciples of classical conditioning, operant conditioning, mod-
eling, and information processing—the same learning
processes that underlie adaptive, non-problematic human
behavior. This assumption about human functioning rejects
the disease model of psychopathology,and emphasizes the func-
tional and adaptive nature of behavior within a given context.

The goal of cognitive-behavioral therapy is to assist
individuals in learning new, more adaptive behavioral
responses, and thereby, reduce their distress. In order to
accomplish this goal, a cognitive-behavioral therapy provider
collaborates with a help-seeker to conduct a functional
analysis of the problematic behaviors that the person is
seeking to change. A functional analysis involves under-
standing the conditions that give rise to a particular way of
thinking or behaving and the consequences that follow and
maintain the behavior.13 The provider and help-seeker
work together to understand the underlying causes of
behavior problems: why and how they are occurring, what
factors are maintaining them, and how to change them.The
focus in cognitive-behavioral therapy usually is on identify-
ing current rather than historical determinants of behavior
through functional analysis. Once current determinants of
behavior have been identified, individuals are taught new
ways of acting and encouraged to practice these new skills.
An important component of cognitive-behavioral therapy
involves individualized psycho-education about how
behavioral theory may explain behavioral problems. For
example, psycho-education with a trauma survivor is indi-
vidualized to help that client understand effects of traumat-
ic stressors in general, and in particular, his or her personal
post-traumatic reactions.10 Cognitive behavioral therapy
tends to be briefer and more time-limited than many other
psychotherapeutic approaches, and is problem-focused,
structured, and instructional.

Disaster Mental Health and Cognitive-Behavioral Therapy
The philosophy of disaster mental health services empha-
sizes several elements that are largely compatible with the
cognitive-behavioral therapy model.10,14 Disaster mental
health, like cognitive-behavioral therapy, largely is educa-
tional in nature. A major goal of disaster mental health edu-
cation is the “normalization”of survivor reactions, which are
interpreted as normal reactions to extreme conditions.
Disaster mental health workers seek to avoid pathologizing
stress reactions, and largely avoid diagnostic labels associat-
ed with the medical model of mental health. This view of
normality of reactions to disaster is consistent with the cog-
nitive-behavioral therapy concept of problem behaviors as
adaptive responses shaped by the same mechanisms of
learning that produce non-problematic behaviors. Disaster
mental health interventions, like many cognitive-behavioral
therapy approaches, are time-limited and brief, and con-
cerned with managing the present situation (rather than
intrapersonal conflicts or problems during development).
Disaster mental health responders offer practical sugges-
tions about how survivors can cope with their situation and

matic stress disorder (PTSD).3–5 Furthermore, the develop-
ment of PTSD is a risk factor for the onset of other disor-
ders, such as depression and substance dependence.6,7 

A number of disaster mental health services are
employed to prevent or reduce the impact of acute distress
and the onset of chronic psychological and behavioral prob-
lems in addition to efforts to reduce the personal and societal
costs.8 These services often include the provision of psycho-
logical first aid. This initial intervention is designed to ini-
tiate disaster recovery efforts (e.g., shelter, food, medical
assistance) and to provide emotional, psychological, and
social support for the most distressed.9,10 Disaster mental
health services also involve delivery of brief, non-specific,
counseling interventions and referral for mental health
treatment, if needed.

The purpose of this paper is to explore the compatibility
between cognitive-behavioral psychology and the disaster
mental health model, and explicate how cognitive-behavioral
perspectives and interventional methods can enhance the
effectiveness of disaster mental health services. It is argued
that cognitive-behavioral methods, if matched to the con-
texts of disasters and the needs of individuals, would improve
efforts to prevent the development of PTSD and other trau-
ma-related problems in survivors of disaster or acts of terror-
ism. First, the similarities between models of care underlying
disaster mental health services and cognitive-behavioral
therapies are described. Second, examples of prior cognitive-
behavioral therapy-informed work with persons exposed to
disaster or terrorist attacks are provided, advantages of cog-
nitive-behavioral therapies for disaster mental health prob-
lems are described, and the implications of cognitive-behav-
ioral therapies for common challenges in disaster mental
health are discussed. Finally, the steps that can be taken to
integrate cognitive-behavioral therapy into disaster mental
health are outlined. The aim of this paper is to prompt dis-
aster mental health agencies and workers to consider using
cognitive-behavioral therapy to improve services and train-
ing, and to motivate cognitive-behavioral researchers and prac-
titioners to develop and support disaster mental health response.

Models of Care
What is Cognitive-Behavioral Therapy? 
Cognitive-behavioral therapy is a conceptual approach to
changing behavior that focuses on alleviating human suffer-
ing through the modification of maladaptive behaviors and
cognitive processes. The use of cognitive-behavioral therapy
entails a family of strategies and interventions based on sci-
entifically validated principles of behavior and behavioral
change.11,12 Specific cognitive-behavioral therapy techniques
relevant to survivors of disasters or terrorist attacks include
coping skills training, problem-solving, imaginal and real
world exposure to anxiety-eliciting stimuli, cognitive restruc-
turing (identifying and modifying beliefs or thoughts that
intensify or prolong distress), goal-setting, progressive mus-
cle relaxation, behavioral activation, guided imagery, breath-
ing control, and relapse-prevention strategies.

One main assumption unifying cognitive-behavioral
therapy approaches is that clinical problems, such as
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identifying (or labeling) individuals with significantly
impairing traumatic stress reactions following the first few
days and within the first month of exposure to a traumatic
event. Identification of ASD held the promise of distin-
guishing individuals who are experiencing transient stress
reactions from those who require formal mental health
intervention during disasters. Acute stress disorder is simi-
lar to PTSD; the primary difference is the time frame (less
than or greater than one month) and emphasis on dissocia-
tive reactions in the diagnosis of ASD. However, the disso-
ciative symptoms of ASD appear to have the least predictive
utility in identifying those at risk for later development of
PTSD; thus, in many respects, ASD can be construed as
“early PTSD”.

There is good evidence that early, severe post-traumatic
stress symptoms in the first several weeks after a traumatic
event predict chronic post-traumatic difficulties. For exam-
ple, several longitudinal studies of motor vehicle crash sur-
vivors have documented the predictive utility of ASD for
identifying those individuals who are likely to exhibit a
more enduring or persistent mental health disorder. Harvey
and Bryant15 evaluated motor vehicle crash survivors with-
in one month of their crash for the presence of ASD.
Seventy-eight percent of those who met diagnostic criteria
for ASD within one month of their accident met diagnos-
tic criteria for PTSD at a six-month follow-up.

The degree to which ASD predicts chronic response to
disasters and/or terrorist events remains an empirical ques-
tion. Arguably, both the prevalence and predictive utility of
ASD would be higher in direct victims of disasters or ter-
rorist events, given the depth and breadth of trauma expo-
sure and losses of resources. Thus, it may be particularly
prudent to devote early interventional resources to identi-
fying victims who endorse sufficient symptoms and impair-
ment (ASD) so that interventions can be offered that
would reduce risk for the development of chronic post-
traumatic difficulties.16

Although the diagnosis of ASD is imperfect (people
without an ASD diagnosis may develop PTSD), there is
good evidence that people who have ASD are at serious risk
for development of chronic PTSD. Although there are a
variety of risk indicators for chronic PTSD (e.g., exposure
to loss of life, childhood trauma exposure pre-existing psy-
chiatric problems, gross social isolation), to date, there is a
general consensus that the most practical and parsimonious
method for identifying those at risk for chronic post-trau-
matic functional disturbances and PTSD is the presence of
ASD. Arguably, this is the most valuable clinical benefit of
the ASD construct. If a diagnosis of ASD is used as a main
inclusion criterion for formal, secondary prevention efforts,
it may help minimize risk of offering costly,scarce,and demand-
ing early interventions to those who may not need them.

In this context, cognitive-behavioral therapy has been
shown to be a highly efficacious, secondary prevention
intervention. For example, Bryant and colleagues conduct-
ed a randomized, controlled trial of cognitive-behavioral
therapy (in comparison to supportive counseling) with sur-
vivors of motor vehicle crashes and non-sexual assaults who
met the criteria for ASD.17 Both interventions consisted of

manage ongoing adversity. This pragmatic emphasis fits
well with the cognitive-behavioral therapy goals of helping
individuals learn more adaptive responses to current situa-
tions. Also, disaster mental health is a strengths-based
model in that it emphasizes the natural resilience of sur-
vivors and seeks to empower them to actively manage their
own stressors and stress reactions. This emphasis on self-
management also is found within cognitive-behavioral
therapy. As with cognitive-behavioral therapy, disaster
mental health personnel actively collaborate with survivors
to identify challenges and decide on coping strategies. As
the following sections show, there are additional cognitive-
behavioral therapy methods that can be called upon to
address the needs of disaster survivors.

Cognitive-Behavioral Therapy and Post-Trauma Problems 
Cognitive-behavioral therapy interventions have been
developed for use with clinical populations that share sim-
ilar problems to those experienced by survivors of disaster
or terrorism, including acute stress reactions, PTSD and
other anxiety disorders, depression, substance abuse, anger-
control, and interpersonal conflict. A variety of cognitive-
behavioral therapy interventions that have been developed
are described and applied to these clinical problems. It it
noted how some of these interventions have been adapted
for survivors of disasters or terrorist attacks.

Acute Stress Reactions 
It is a safe assumption that even in the aftermath of mass-
violence, terrorist attacks, and widespread devastating
events, such as Hurricane Katrina, most survivors are not at
risk for serious mental health disorders. Although the
majority of direct victims are understandably acutely dis-
tressed and psychologically affected by such devastating life
experiences and ensuing losses of resources that might oth-
erwise have been relied upon to manage and cope with such
adversity, the majority of survivors who initially display dis-
tress will recover as a result of natural resources and per-
sonal resourcefulness. This is not to imply that those who
do not develop a psychiatric disorder are necessarily com-
pletely unaffected or unchanged by disasters. In an ideal
world, behavior-change technology would be used to build
and maintain resilience of all survivors, minimize maladap-
tive coping behaviors (e.g., alcohol and drug use) in those
that do not develop formal mental health problems, and
help those who will recover on their own to regain prior
levels of functioning quickly.

However, public health decisions about intervention in
disasters are highly resource-dependent. Most people in need
do not get the care they require.There are a variety of logis-
tical and psychological barriers to the provision and accep-
tance of mental health services, and expert care providers
(especially cognitive-behavioral therapy-trained practition-
ers) are in short supply (and may be victims themselves).
The critical priority is to assure that those who are at most
risk for debilitating and enduring problems get the evidence-
based care they need before their problems become entrenched.

Prior to inclusion of acute stress disorder (ASD) in the
psychiatric nomenclature, there was no formal method for
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ing, exposure-based procedures, and cognitive restructuring.
Anxiety management training consists of a variety of tech-
niques designed to reduce anxiety by teaching skills that aim
to reduce anxious responses. Anxiety management training
strategies include breathing retraining, progressive muscle
relaxation, calming self-talk, distraction techniques, psycho-
education, and biofeedback.27 Exposure-based procedures are
designed to encourage the trauma survivor to confront or
approach external stimuli or situations and verbal/imaginal
stimuli associated with their traumatic experiences. Exposure
therapy helps reduce intense negative affect, avoidance behav-
ior, and arousal through the process of learning new associa-
tions to trauma-related cues. Exposure can be conducted
imaginally through the verbal description and imagining of
traumatic experiences, or in vivo, through real-world exposure
to situations that resemble those in which the traumatic event
occurred. Cognitive restructuring involves a systematic
approach to identifying, noticing, and challenging negative
trauma-related thoughts and beliefs, and practicing replacing
them with more adaptive ways of thinking.

By comparison with other treatments for PTSD, cogni-
tive-behavioral interventions have received the most empir-
ical study and support to date. Controlled trials conducted
over the past two decades have demonstrated the efficacy of
cognitive-behavioral interventions in reducing symptoms
of PTSD stemming from a variety of events.28–30 There
also is evidence that cognitive-behavioral therapy is effec-
tive for victimized youth.31–37 Indeed, cognitive-behavioral
therapy is specifically recommended as a front-line treat-
ment for PTSD in various clinical practice guidelines.38–43

Despite this body of evidence, little work has been con-
ducted to investigate the impact of cognitive-behavioral
therapy with survivors of disaster and terrorism. Although
it is likely that research on cognitive-behavioral therapy for
PTSD, as well as cognitive-behavioral perspectives on trau-
matic stress more generally, can inform developments in
disaster mental health, these two literatures are largely iso-
lated from one another. Thus, future efforts are needed to
cross-fertilize these two fields and build upon existing
knowledge in a way that strengthens the quality of care pro-
vided to terrorism and disaster survivors following trauma.

Anxiety
Anxiety is a common response to exposure to disaster and
terrorist threats. The fear of a recurring disastrous event,
legitimate concerns about various resource losses, and an
inability to reduce the occurrence of negative thoughts and
images about the trauma, can lead to significant worry and
rumination, which is at the core of generalized anxiety dis-
order (GAD). Additional symptoms frequently experienced
in GAD include irritability, restlessness, muscle tension,
fatigue, sleep problems, and concentration difficulties.24

Other anxiety disorders that have been shown to manifest
themselves in the aftermath of disaster and terrorism
include separation anxiety in children and panic disorder. In
addition, the stress of a disaster can exacerbate pre-existing
anxiety conditions, such as obsessive-compulsive disorder
or specific phobia, in the same way that stress may trigger
pre-existing somatic conditions.

five, one and one-half hour, weekly, individual therapy ses-
sions. Cognitive-behavioral therapy included education
about post-traumatic reactions, relaxation training, cogni-
tive restructuring, and imaginal and in vivo exposure to the
traumatic event. The supportive counseling condition
included trauma education and more general problem-solv-
ing skills training in the context of an unconditionally sup-
portive therapeutic relationship. At a six-month follow-up,
there were fewer participants in the cognitive-behavioral
therapy group (20%) who met diagnostic criteria for PTSD
as compared to the supportive counseling group (67%).

In a subsequent study that dismantled components of
cognitive-behavioral therapy, 45 civilian trauma survivors
with ASD were allocated randomly to five sessions of
either: (1) cognitive-behavioral therapy (prolonged expo-
sure, cognitive therapy, anxiety management); (2) prolonged
exposure combined with cognitive therapy; or (3) support-
ive counseling.18 At the six-month follow-up, PTSD was
observed in approximately 20% of both active treatment
groups compared to 67% of those receiving supportive
counseling. Perhaps the most impressive result was that
treatment gains of those who received cognitive-behavioral
therapy were maintained at the time of a four-year follow-up.19

To date, cognitive-behavioral therapy is the only inter-
vention that has been shown in methodologically strong
research to prevent the development of PTSD. There have
been a few initial efforts to apply such cognitive-behavioral
therapy interventions in the aftermath of disaster, but addi-
tional work is necessary to explore the impact of adapting
elements of this intervention for use with survivors of dis-
asters or terrorist attacks.

Post-Traumatic Stress Disorder
Large-scale epidemiological research has indicated that
PTSD is among the most prevalent psychiatric diagnoses
for survivors of violent or traumatic events, such as sexual
or physical assault, severe motor vehicle crashes, and disas-
ters due to natural hazards.20–22 Data from national proba-
bility samples place the lifetime prevalence of PTSD at
approximately 8% in the general population,20 between
10–13% among women,20,22 and at approximately 8%
among youth.23 Emotional and behavioral reactions associ-
ated with PTSD include frequent re-experiencing of the
event (e.g., physiological reactivity to reminders, intrusive
thoughts, nightmares), persistent avoidance of trauma-rele-
vant stimuli (e.g., activities, places, people, conversations),
and persistent hyperarousal (e.g., exaggerated startle
response, sleep disturbance, concentration difficulties). To
avoid pathologizing emotions and behavior during the nat-
ural recovery process following exposure to traumatic
events, PTSD cannot be diagnosed unless these symptoms
are present at clinically elevated levels (causing significant
distress or impaired functioning) for at least one month
after the stressor event has occurred.24

The current structure of cognitive-behavioral interven-
tions for PTSD has been influenced by numerous theoretical
and empirical contributions to the literature spanning several
decades.25,26 Cognitive-behavioral treatment packages
include anxiety management and emotion-regulation train-
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disorder and PTSD is extremely high.58 In some studies,
concurrent rates of PTSD and major depressive disorder
have been as high as 65%, with lifetime prevalence rates of
co-morbid PTSD and major depressive disorder of approx-
imately 95%.59 Given that co-morbid depression may
increase risk of prolonged/chronic PTSD60 and create
complications in its own right, reduction of depressive
symptoms is imperative.

Cognitive behavioral therapy packages for depression
commonly include a number of components. The primary
focus of most cognitive-behavioral therapies is teaching
clients specific skills.61 One such skills-oriented strategy
for addressing depression is behavioral activation.The prin-
ciples underlying behavioral activation posit that depres-
sion is a consequence of reduced access to reinforcement
following changes in an individual’s life circumstances.62

Following a traumatic event, a person may stop engaging in
previously enjoyed activities, limit social interactions, and
engage in other avoidance behaviors that reduce contact
with potential natural reinforcers that otherwise would pro-
mote recovery. Behavioral activation treatment assists the
individual in identifying coping patterns that exacerbate
depressive symptoms and to develop a plan for improving
coping strategies and providing access to more reinforcing
life circumstances.63 The primary change agent in behav-
ioral activation is simple (and therefore, transferable to
many disaster contexts): increasing the frequency with
which a person engages in pleasurable and healthy activi-
ties. Behavioral activation requires clients to first chart their
daily activities to determine behaviors that are linked to
mood improvement. Information from activity charts is used to
plan activities that are associated with pleasure and mastery.64 

Another common component of cognitive-behavioral
therapy involves working with clients to identify and test
negative thoughts that may be maintaining depressive
symptoms.65,66 Clients are taught how to use a thought
record. Within and outside of sessions, they are asked to
record problematic thoughts, antecedent events, and behav-
ioral consequences that follow from the negative thought
patterns. Using the technique of guided discovery, thera-
pists work with clients to help them question depressive,
automatic negative thoughts and learn to counter the neg-
ative biases and replace them with more balanced and use-
ful thinking patterns. Behavioral experiments often are used
to help clients test their negative assumptions in real world
situations and to build evidence in favor of the alternative
thoughts and beliefs.

Finally, cognitive-behavioral therapy packages for
depression often incorporate a problem-solving component.
Clients are taught to be active in their approach to solving
problems. Problems are broken down into components that
can be tackled one part at a time using any of several avail-
able multi-step procedures that typically include problem
identification, brainstorming alternative solutions, choosing
and implementing a solution, and evaluating outcome.

The use of cognitive-behavioral therapy for depression
is not indicated in the immediate aftermath of terrorist and
disaster-producing events because dysphoria and disen-

Given the ubiquity of anxiety in the aftermath of disas-
ters and terrorist attacks, and the demonstrated utility of
cognitive-behavioral methods in reducing anxiety symp-
toms,11 anxiety management strategies should be applied
more widely with survivors of these types of events. In fact,
it is quite likely that some within the disaster mental health
community have been using variations of cognitive-behav-
ioral methods (e.g., relaxation training) without necessarily
labeling them as such. Some elements of cognitive-behav-
ioral therapy that might be employed to reduce post-disaster
anxiety include relaxation procedures (particularly effective
with generalized anxiety disorder), diaphragmatic breathing
(useful with panic disorder), and cognitive therapy/restruc-
turing. Consistent with this possibility, Somer et al44 found
that a 15-minute, cognitive-behavioral anxiety manage-
ment intervention, administered by telephone, was more
effective than standard hotline counseling in reducing distress,
anxiety, and worry about missile attacks among Israeli citizens.

Substance Abuse and Dependence
A range of emotional experiences, including sadness, anxi-
ety, and anger, commonly occur following trauma. These
aversive emotional experiences and catastrophic or overly
negative appraisal of such states, may lead to attempts to
avoid distressing trauma-related feelings and thoughts.
One quick avenue for relief is the use of substances, includ-
ing alcohol and illegal drugs. While these attempts at
avoidance may decrease immediate distress, they also may
interfere with cognitive-emotional processing and reduce
the ability to take action that is consistent with recovery
from the trauma.45 There is a strong link between PTSD
and substance abuse or dependence;46–49 it appears that trauma
often precipitates or exacerbates drug and alcohol abuse.20,50,51

Multiple cognitive-behavioral interventions have been
effective in reducing substance abuse,52 and those that have
integrated treatment of PTSD and substance abuse appear
promising in their effectiveness in reducing both sets of
problems.53,54 Of special relevance following disaster-pro-
ducing events and terrorist attacks may be the development
of brief evidence-based cognitive-behavioral therapy inter-
ventions aimed at reducing alcohol consumption.55 Some
of these have been used to the benefit of survivors of recent
traumas,56 and it is possible that a number of cognitive-
behavioral interventions for alcohol problems can be adapted
for use in disaster mental health settings. Brief assessments
that identify and target high-risk drinking or substance use
may prove useful. If a survivor is found to be at risk, a num-
ber of educational and coping skills strategies designed to
target substance abuse and stress reactions may help the
individual to better cope with post-trauma problems. Self-
efficacy and motivation-building approaches also may
strengthen victims’ resolve and ability to resist alcohol or
other substances, as might the establishment of self-accep-
tance and peer support networks.

Depression
Major depression is one of the most commonly diagnosed
psychiatric disorders in individuals who have experienced a
traumatic event,57 and co-occurrence of major depressive
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torted perceptions of threat/danger or causation that may
lead to anger reactivity.

Cognitive-Behavioral Therapy Interventions with Survivors 
Preliminary studies of the use of cognitive-behavioral ther-
apy with survivors of disasters or terrorist attacks are
promising and suggest a level of efficacy equal to that
demonstrated with other types of trauma. A number of
interventional studies that lend support to the use of cognitive-
behavioral therapy immediately following disaster-producing
events and terrorist attacks are reviewed. These studies are
divided into disaster versus terrorism-related studies.

Interventions During and Following Disasters
While some cognitive-behavioral interventions for survivors
of disasters or terrorist attacks have been described,89–94 most
have not been formally evaluated. Goenjian et al examined a
school-based, brief trauma/grief-focused therapy for early
adolescents who had been exposed to the 1988 Armenia
earthquake.35 Eighteen months following the event, 64 ado-
lescents (on average, 13 years old) from four severely dam-
aged elementary schools participated in the program. All had
directly witnessed mutilation, death, and destruction during
the event, and all had sustained losses. Of the 64 adolescents,
35 (from two of the schools) underwent the brief treatment.
This group was compared to the remaining 29 students
(from the other two schools) both before the treatment and
in long-term follow-up periods (1.5 and 3 years following
treatment). The treatment was composed of four group ses-
sions and a variable number of individual sessions (depend-
ing on severity) provided during a six-week period. The
intervention entailed reprocessing of the trauma, addressing
traumatic reminders, managing post-disaster stress and
adversity, discussing bereavement and grief, and addressing
missed developmental opportunities, using cognitive-behav-
ioral therapy techniques such as imaginal exposure, cognitive
therapy, desensitization, and stress management. Adolescents
in the treatment group had lower post-traumatic stress
symptoms at follow-up. In contrast, the adolescents who did
not receive treatment had increased symptoms over time.
This study suggests the cross-cultural applicability of trau-
ma-focused cognitive-behavioral therapy interventions.

Basoglu et al conducted a large-scale, open trial of brief
behavioral treatment for survivors of the 1999 earthquake in
Turkey.95 A total of 231 clinically referred survivors, 72% of
whom met criteria for PTSD, received 1 to 17 sessions of
treatment (mean = 4.3 sessions),with treatment ending when
clinical improvement was achieved (22% terminated treat-
ment early).Treatment was delivered at a mean of 13 months
after the earthquake, and consisted of self-directed, in-vivo
exposure to trauma reminders. The intervention led to sig-
nificant reductions in PTSD symptoms. Clinical improve-
ment was evident in the majority of cases after the first two
sessions, suggesting that a very brief behavioral intervention
may be efficacious for disaster survivors.The follow-up sam-
ple continued to demonstrate significant improvements
across all symptom measures, with large effect sizes, suggest-
ing maintenance of treatment gains. The majority of thera-
pists in the study had no prior clinical training or training in

gagement are normative (survivors not only have more
pressing concerns, but they may not be able to focus on
intensive and sustained therapies of any kind).67 However,
once safety, housing, and other acute needs have been
addressed, application of cognitive-behavioral therapy for
depression should be considered as a secondary prevention for
those survivors with severe hopelessness and depression.

Anger and Interpersonal Conflict
Anger, irritability, and hostility have been associated with
exposure to a number of different types of trauma, includ-
ing combat, interpersonal violence, and disasters caused by
natural hazards.68–73 When anger reactivity is heightened,
it may lead to difficulties in anger control (i.e., verbal and
physical aggression)74 and impair interpersonal relation-
ships,75,76 thereby estranging the survivor from the very
interpersonal support that may be critical to recovery.
Alternately, as a symptom of PTSD, excessive irritability
and anger control difficulties may be targets for treatment
in their own right.77 Regardless, cognitive-behavioral ther-
apy strategies that directly address anger and interpersonal
conflict are important adjuncts to trauma-focused interven-
tions for persons who have experienced disaster or terrorist-
related events.

In general, research on the effectiveness of cognitive-
behavioral therapy targeting anger-related difficulties in
PTSD is limited, and most approaches to treating PTSD
do not specifically target anger symptoms. One study by
Cahill et al found that prolonged exposure, stress inocula-
tion training (SIT), and a combined prolonged exposure/SIT
intervention all led to decreased levels of state anger, as
compared to a wait-list control group, even though anger
was not a specified treatment target.78 Novaco and
Chemtob79 successfully adapted the stress inoculation
approach originally developed by Novaco80,81 to target
anger-control problems in veterans with PTSD.77

Anger-control interventions share features common to
most cognitive-behavioral therapy: psycho-education and
self-monitoring, identifying and targeting behavior in the
context of specific situational triggers of frustration or con-
flict, and applied coping and affect management skills
training (e.g., relaxation training).82,83 Cognitive behavioral
therapy-based anger interventions also employ thought
stopping,84 communication and assertiveness training,85,86

problem-solving training,87 and urge control.88

Cognitive restructuring also is a critical element of anger
interventions. In the aftermath of disasters or terrorist
attacks, individuals may develop faulty beliefs about the
causes of the event and about self or other responsibility for
preventing or reducing consequences of the event.79

Statements such as, “We shouldn’t allow foreign travelers
into this country”, or, “I should have known there was a
problem”, or, “If only I had kept Jenny home from school
that day”, may characterize such faulty beliefs. These irra-
tional beliefs may trigger anger, irritability, and aggression
in response to people who have no direct responsibility for
the traumatic event and or situations that are not associat-
ed with actual danger. As noted, cognitive restructuring
teaches clients to modify appraisals in order to reduce dis-
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survivors in New York who were experiencing psychologi-
cal distress and symptoms of PTSD (not necessarily meet-
ing full diagnostic criteria for PTSD).Treatment began one
year after the terrorist attacks, and consisted of an average
of 18 individual sessions targeting emotion management
skills (e.g., self-monitoring, distress tolerance), interperson-
al skills (e.g., communicating feelings with others, enlisting
social support), and imaginal exposure. The treatment was
effective in reducing symptoms of PTSD, depression, hos-
tility, interpersonal sensitivity, and use of alcohol/drugs to
cope.This work demonstrated that providers can be trained
to adapt evidence-based treatments to their own delivery
preferences and situational constraints. Providers were per-
mitted to “adjust the dose” by repeating protocol sessions as
needed, by eliminating sessions judged to be inappropriate
for the individual,and by spending time attending to issues that
were not the primary focus of the manualized intervention.

Neria and colleagues99 provided systematic training and
supervision in prolonged exposure therapy for PTSD105 for
New York City trauma therapists. Training was initiated
approximately two months after the September 11th attacks;
over a 12-month period; >500 local clinicians were trained.

Addressing Some Common Challenges in Disaster
Mental Health with Cognitive-Behavioral Therapy
As detailed above, the goals and practices of disaster mental
health are compatible with cognitive-behavioral theory and
practice, cognitive-behavioral therapy is being adapted for use
following disasters and terrorist attacks, and initial evaluations
suggest the potential utility of these approaches. Some ways
that cognitive-behavioral therapy methods of behavior change
could be systematically employed to target and meet some key
behavior change goals of disaster mental health follow.

Normalizing Acute Stress Reaction
A critical goal of disaster mental health is to help survivors
recognize and accept that traumatic stress responses are
common during the first days and weeks after disasters
and/or terrorist attacks, and that occurrence of such
responses does not mean that a survivor is “weak”, “dam-
aged”, or “going crazy”. In essence, the goal of normalization
is concerned with the modification of beliefs and appraisals
and, as a result, cognitive-behavioral therapy methods can be
brought to bear. It often is sufficient to simply tell survivors
that what they are going through is to be expected and not
a sign of something dangerous; this helps set them at ease
and allows them to focus on the tasks of recovery. However,
among some survivors particularly at-risk for the develop-
ment of PTSD, this approach may be insufficient. Instead,
if appropriately timed, elements of cognitive-behavioral
therapy interventions can be used to accomplish normaliza-
tion through directly addressing negative interpretations of
reactions using cognitive therapy and teaching simple, deep
diaphragmatic breathing to reduce the intensity of arousal
and increase perceptions of controllability.

Improving Coping 
Much of disaster mental health is concerned with encour-
aging survivors to increase adaptive coping behaviors (e.g.,

cognitive-behavioral therapy, and had only received one
month of training in the intervention before the study (along
with supervision throughout the study).This suggests that, in
the immediate aftermath of a disaster-producing event, cog-
nitive-behavioral therapy may be relatively easy to dissemi-
nate with little background in cognitive-behavioral therapy.

In a later study, Basoglu et al treated earthquake sur-
vivors suffering from PTSD, comparing a one-hour cogni-
tive-behavioral intervention (n = 31) to a wait-list control
condition (n = 28).96 The brief treatment consisted of iden-
tification of problems, explanation of treatment rationale,
treatment target setting, and self-exposure, and focused on
increasing sense of control over earthquake-related fears
and reminders. Significantly better outcomes for the treat-
ment group were obtained in a range of measurement
domains (e.g., post-traumatic stress symptoms, fear and
avoidance, and depression at post-treatment), and treatment
effects were maintained out to two year follow-up.

Interventions Following Terrorist Attacks
Gillespie et al conducted an open trial of cognitive therapy
with survivors of the 1998 Omagh bombing in Northern
Ireland.97 Ninety-one participants who met criteria for
PTSD as a result of the bombing received 2 to 78 treatment
sessions (M = 8).The treatment focused on imaginal exposure
coupled with cognitive reappraisal. Seventy-eight participants
completed standardized symptom measures pre- and post-
treatment and demonstrated significant improvement on all
measures (the effect size was 2.47, comparable to or larger
than other cognitive-behavioral therapy trials; Van Etten and
Taylor, 1998). As in the study by Basoglu et al,95 therapists in
this study had no previous experience treating trauma and
received minimal training and supervision by experts during
the treatment—again suggesting that this intervention could
be readily disseminated.

The terrorist attacks on the World Trade Center and
Pentagon of 11 September 2001 set into motion a number
of initiatives to apply cognitive-behavioral therapy.98,99 In
one effort, cognitive-behavioral therapy was delivered to
some survivors of the World Trade Center attacks approxi-
mately 18 months after the attacks as part of an “enhanced”
service offered under the auspices of the Project Liberty cri-
sis counseling programs.100,101 Comprised of psycho-edu-
cation, coping skills training, cognitive restructuring, and
delivered in 9–12 sessions, the intervention was provided to
users of crisis counseling services who screened “positive”
on a paper-and-pencil screening tool. Clinicians reported
that this intervention was well received by clients,102 and
more formal evaluations are underway. Cognitive behav-
ioral therapy interventions also have been delivered to
emergency workers who responded to the attacks at the
World Trade Center of 11 September 2001.103 

Levitt et al reported on an effort to train community-
based counselors to deliver Skills Training in Affective and
Interpersonal Regulation/Narrative Trauma Processing.98,104

Seven providers (including master’s level social workers and
clinical psychologists) were trained in the intervention dur-
ing a two-day workshop, followed by weekly group super-
vision. They then provided treatment to September 11th
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tered screening tools appropriate for use in the wake of dis-
asters and terrorist attacks have yet to be developed.
However, some tools have been developed for other inter-
vention contexts and require exploration in the context of
disaster and terrorism.109 Validated screening tools that
enable identification of more chronic PTSD have been
developed by cognitive-behavioral researchers, and are
appropriate for use several months after an event.

Following the World Trade Center attacks in New York,
Project Liberty utilized a paper-and-pencil screening tool
that was used to identify those persons who might benefit
from a referral for more specialized cognitive-behavioral
therapy. Also in New York, Difede and colleagues103 devel-
oped a screening program for the emergency relief workers
who responded to the attacks. With regard to screening for
excessive alcohol consumption, screening tools exist, and
brief interventions are effective, but there is a need to
explore the feasibility and impact of implementing screening
protocols more widely with recently traumatized persons.

Motivating Survivors to Seek Help and Use Resources
Many of those who might benefit from use of helping ser-
vices, including some with high levels of PTSD symptoms,
do not seek help. For example, families experiencing grief
following the Lockerbie,Scotland bombing reported: (1) think-
ing that they could handle it on their own with help from
family, friends, and their religious faith; that mental health
counseling was a sign of weakness or stigma; (2) that they
could not financially afford counseling; or (3) that they
could not admit to having a problem.110 Difede et al report-
ed that, among emergency services workers who responded
to the World Trade Center collapse, distress at trauma
reminders was seen as a normal reaction to the events and
not a reason to seek mental health services.103 

For various survivor groups, pragmatic approaches to
increasing accessibility of services have been developed, but
not formally evaluated. Relatively little is known about how
survivors make decisions about self-referral for services,
how to encourage use of services, or how to increase accep-
tance of referral for more intensive intervention. A cogni-
tive-behavioral therapy framework might be usefully
applied to these issues. For example, the motivational inter-
viewing methods111 that have become widely accepted as a
means for engaging individuals in treatment might be
adapted to the contexts of disaster outreach (in which
helpers make contact with survivors in emergency shelters,
shopping malls, and so on). Peer counseling programs, now
very common in professions with expected trauma exposure
(e.g., police, military, emergency response personnel), might
be utilized in community settings in which mental health
professionals might struggle to achieve acceptance.

As noted earlier, cognitive-behavioral therapy interven-
tions have features that may make them palatable to survivors,
including an emphasis on problems of the “here and now,” a
non-pathological view of the emotional problems faced in the
aftermath of disaster and/or terrorism,and a view of the client
as a respected partner (an “expert” in one’s self ) in the work of
recovery. Compliance with mental health referrals may be
improved by emphasizing the efficacy and positive effects of

adequate diet, sleep, and exercise) and to avoid or reduce
maladaptive coping (e.g., consumption of caffeine, nicotine,
or alcohol; social isolation). Research has shown that sim-
ple verbal direction to increase or reduce specific actions is
not the most effective way to change behavior. The meth-
ods of skills training, including modeling, behavior
rehearsal, coaching feedback, real-world practice, and self-
monitoring, might be used to enhance the ability of service
providers to shape the coping behaviors of survivors.

One important component of coping is anxiety manage-
ment. Somer and colleagues44 demonstrated the feasibility
of teaching survivors skills for reducing anxiety—a single
session of telephone-delivered anxiety management train-
ing decreased anxiety among Israeli citizens worried about
the possibility of a SCUD missile attack. Citizens dis-
tressed about possible SCUD attacks were randomized to
either a phone-based cognitive-behavioral therapy inter-
vention or standard hotline counseling (i.e., unconditional
positive regard, empathic listening, validation, social sup-
port). The cognitive-behavioral therapy intervention lasted
about 15 minutes, and included normalization of stress
responses, instruction in diaphragmatic breathing and cog-
nitive restructuring, practice of these techniques while still
on the telephone, and assignments to continue practicing at
home. When evaluated three days after the hotline contact,
the cognitive-behavioral therapy intervention was associat-
ed with significantly less distress,anxiety,and worry about mis-
sile attacks than was the standard hotline counseling protocol.

Mobilizing and Increasing Social Support 
Survivors of disasters typically do not seek counseling from
mental health workers. Instead, they often turn to family and
community networks for support.1 Although the role and
importance of natural social supports as sources of emotional
comfort, instrumental support, and information generally is
accepted, how best to support this natural process is a critical
question for disaster mental health. Currently, counselors tell
survivors to support one another and sometimes bring togeth-
er survivors in groups. It is likely, however, that these are not
optimal means for increasing support behaviors. Cognitive-
behavioral interventions designed to facilitate social prob-
lem-solving and functioning might be usefully adapted for
application in post-disaster contexts. Cognitive behavioral
therapy approaches to the improvement of marital, couples,
and family functioning; conflict resolution; social problem
solving; and parent-adolescent communication might be
explored for their applications to the aftermath of disaster
and/or terrorism. For chronic post-trauma problems, cogni-
tive-behavioral interventions focusing on adult couples,106,107

and parent-child dyads108 have been developed. It may be pos-
sible to modify elements of these approaches for use in early
preventive interventions for disaster and terrorism survivors.

Detecting Problems and Referring for More Intensive Services 
Mental health responders, together with disaster workers
and medical professionals on the front line, play an impor-
tant role in identifying persons at risk for development of
problems who may benefit from monitoring or referral for
early psychological intervention. Brief, valid, self-adminis-
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eral psychopathology scores, and greater improvement in
mood, as compared to a wait-list control. These gains were
maintained or improved upon at a six-week follow-up.119

Lange et al also provided their five-week, Web-based writ-
ing treatment to a sample of Dutch Internet users with
PTSD symptoms.120 They found greater reduction in
PTSD symptoms such as anxiety, depression, somatization,
and sleep problems among treated participants  than among
those assigned to a wait-list control condition. Similarly, Litz
et al described a cognitive-behavioral, therapist-assisted,
Internet-based, self-help intervention designed to enable
the treatment of large numbers of traumatized individuals,
using a form of stress-inoculation training for the sec-
ondary prevention of PTSD and treatment of the chronic
disorder.16 In an application of a Web-based approach with
terrorism survivors, Ruggiero et al developed and tested an
Internet intervention for mental health and substance
abuse with 285 New York City residents participating in a
longitudinal research study following the World Trade
Center attack of 11 September 2001.121 The study was
conducted two years after the attacks, and the intervention
contained screeners and helping modules focusing on
PTSD, panic, depression, worry, and substance use (alcohol,
marijuana, drug, and smoking modules). Significant positive
pre-post knowledge change was observed in several of the
modules, and participant satisfaction was high for all modules.

Promoting Development of Empirically Supported Disaster
Mental Health Care
Increasingly, it is recognized that disaster mental health prac-
tice should be informed by empirical knowledge and that dis-
aster mental health services require formal evaluation.122 Yet,
interventions that are delivered worldwide in the acute after-
math of large-scale disasters or terrorist attacks have not been
validated by clinical trials comparing efficacy of different
intervention strategies (or non-intervention) under such cir-
cumstances. In the absence of such studies, it remains unclear
how best to design mental health responses to disasters.

It can be argued that, given the lack of an empirical lit-
erature on acute interventions during and following a disas-
ter, mental health interventions should be guided by clinical
wisdom or on the basis of precedent. However, acting with-
out empirical support at best may constitute an inefficient
use of limited resources where the possibility exists that
some—or even most—services are unnecessary or contraindi-
cated. In the aftermath of the terrorist attacks of 11 September
2001 for example, a disaster psychiatry outreach group dis-
pensed benzodiazepines at the Family Assistance Center,
and police and fire departments provided mandatory
debriefings to all uniformed service personnel (without the
option of refusing such interventions). At worst, unsup-
ported services may disrupt the normal recovery process or
have more serious iatrogenic effects.

A related issue of concern is that most mental health
practitioners operating in typical mental health settings, do
not use empirically supported treatments for their trauma
patients. For example, Becker et al found that while half of
several hundred practicing psychologists that responded to
their survey were “at least somewhat familiar”with the use of

intervention, explaining the basic components of cognitive-
behavioral therapy actively drawing the survivor into partici-
pation in their own recovery (and that of their family and
friends), and simple appointment reminders.

Delivering Small Group Support Services
The primary current model of early group intervention to
reduce the impact of trauma is “stress debriefing” or “critical
incident stress debriefing”.112,113 However, there is no evidence
that this approach to early intervention is useful or effective,2,67

and group cognitive-behavioral therapy holds the promise of
providing an effective alternative. However, cognitive-behav-
ioral therapy has not infiltrated the emergency services culture
or employee assistance programs. In these contexts, the debrief-
ing model typically is quite entrenched because it is cogent and
highly respectful of, and integrated into, various work cultures.
There is no reason that cognitive-behavioral therapy programs
could not be adapted in a similar manner.

Increasing Integration of Mental Health Care in Primary Care
and Emergency Medicine 
Because many disaster survivors—and especially those of ter-
rorist attacks—can be expected to present for help in medical
settings, it is important to explore ways of increasing identi-
fication of disaster problems and appropriate intervention
or referral in primary care and emergency medicine set-
tings. Cognitive behavioral therapy methods have been
integrated into primary care medicine settings to address a
variety of problems, including depression,114 panic,115 and
excessive alcohol consumption.116 It is possible that these
approaches could be modified for the disaster environment.
For example, Resnick et al implemented a cognitive-behav-
ioral therapy prevention protocol for sexual assault sur-
vivors at the time that they presented to the emergency
department.117 The women met with a rape crisis coun-
selor, then watched a video that familiarized them with the
forensic rape examination. Subsequent to the examination,
they watched a video that discussed possible symptoms that
they would experience over the coming weeks, how to rec-
ognize and prevent related avoidance behaviors, procedures
for conducting exposure exercises on their own, and a range
of coping strategies that they could use. A protocol such as
this could be developed for survivors of disasters and/or ter-
rorist attacks for use in emergency and primary care set-
tings. It would be important to combine such efforts with
the use of brief screening tools for PTSD that have been
validated for use in the primary care setting118 in order to
assist in identification of individuals with—or at-risk for—
this disorder (PTSD).

Developing Cost-Effective Delivery Systems 
While there has been little systematic effort to use the
Internet to help trauma survivors, this situation is changing,
and several reports provide initial demonstrations of the
feasibility of delivering cognitive-behavioral, Web-based
interventions to traumatized populations. A writing-based,
cognitive-behavioral protocol delivered to college students
over the Internet (“Interapy”) was associated with signifi-
cantly lower intrusion and avoidance symptoms, lower gen-
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terrorism obtain appropriate, effective, and timely empirical-
ly supported services. As such, the following recommenda-
tions are provided as a means of expanding the discussion,
developing and modifying cognitive-behavioral therapy-
based interventions for survivors of disasters and terrorist
attacks, and supporting needed empirical research.

Expanding the Discussion
1. The disaster mental health community and cogni-

tive-behavioral therapy practitioners and researchers
should communicate and collaborate in order to
clearly specify their particular models of care, seek
common ground, and plan joint efforts for the
response to future disasters and terrorist activity.This
may be accomplished through association confer-
ences (e.g., Association for Behavioral and Cognitive
Therapies, International Society for Traumatic Stress
Studies), committees and consensus panels, joint
publications, and collaborative research grants).

2. As a reflection of the field itself, this paper has
focused on adult survivors of disasters or trauma.
Efforts must be made to address the post-traumatic
needs of child and adolescent survivors; family units;
and a whole host of special populations, including
the elderly, persons with developmental disabilities or
chronic mental illness, persons with physical or med-
ical disabilities, and persons of diverse cultural and
ethnic backgrounds. This will require the collabora-
tion of experts in this range of fields and sub-special-
ties on panels, presentations and publications,
research efforts, and disaster/terrorism response
planning initiatives.

Developing Interventions
1. Early intervention protocols must be developed

based on: (1) theoretical models, preferably with
empirical support, that incorporate risk and resilience
factors, age and developmental status, gender, ethnic
and cultural diversity, the characteristics of special
populations, and work cultures; (2) existing interven-
tion strategies that have empirical support for use in
typical therapy settings at various points in time
post-event (i.e., weeks, months, years) and with a
range of trauma populations (e.g., motor vehicle
crashes, sexual assault, combat, traumatic grief ); and
(3) knowledge of the phases of disaster that would
help to determine the optimal time frame for the deliv-
ery of different forms of intervention.

2. Interventions must be developed that can be deliv-
ered at various system levels, including the individual
level, couples and families, and groups of “coinci-
dence” (e.g., exposed to the same aspect of an event,
experienced the same type of loss, responded to the
event, or were members of a pre-existing group, such
as a church, place of employment, or neighborhood)
rather than just of “convenience”(e.g., persons present-
ing to a service center at a particular point in time).

3. Assessment protocols must be developed that include
a range from brief screenings through full evalua-

imaginal exposure therapy for PTSD, only 17% actually used
this empirically supported treatment with their patients
with PTSD.123 Of the one-third who had training in imag-
inal exposure, only one-half used it. This begs the question:
how can we hold practitioners to a higher standard than
“business as usual” in the face of the overwhelming mental
health needs associated with a large-scale disaster or terror-
ist attack? What is problematic here is not so much a mat-
ter of whether or not specific historical practices are ill
advised. Rather, in the absence of conducting the necessary
empirical research, discourse surrounding the appropriate-
ness of “usual” practices is limited by absence of data.

A countervailing argument is that mental health respons-
es should be guided by the empirical treatment literature on
PTSD and acute stress disorder.1 This view is based on the
proposition that relying on existing literature for information
about the treatment of trauma survivors provides the highest
standard of knowledge and care even when the conditions
under which clinical trials are performed do not resemble
those encountered in disaster service environments.

It is relatively easy to make the argument for the neces-
sity of delivering interventions that are supported by
research. What is more difficult is delineating the kinds of
data that can be obtained reasonably and can guide mental
health interventions and pass the rigorous standards that
science has imposed for obtaining this information in a
methodologically sound manner. Performance of method-
ologically valid intervention research after a large-scale dis-
aster will require much forethought and preparation;124

studies will have to be designed, evaluation and outcome
measures chosen, and helpers trained and supervised far in
advance of a disaster or terrorist attack, and must be at the
ready when disasters occur.The situation of a disaster man-
dates that treatment researchers become more innovative in
re-conceptualizing how to learn from disaster.The mandate
is to systematically evaluate interventions that can be imple-
mented on a large scale in community settings.

Recommendations
Following the terrorist attacks of 11 September 2001, many
cognitive-behavioral practitioners involved themselves in
offering support to survivors. When the September 11th

Fund was established to aid victims of the attacks in obtain-
ing mental health care, the Association for Behavioral and
Cognitive Therapies partnered with LifeNet, coordinator
of the Fund, to aid those individuals interested in receiving
cognitive-behavioral therapy to link with trained providers.
However, if the concepts and intervention methods of cog-
nitive-behavioral psychology are to be used more systemat-
ically  to improve services in future terrorist and disaster
events, more must be done. It will be important to improve
connections between cognitive-behavioral therapy
providers and disaster mental health services, to increase
communication between disaster mental health agencies
and the Association for Behavioral and Cognitive
Therapies, and to foster involvement of cognitive-behav-
ioral therapy professionals in disaster mental health
research. The Association for Behavioral and Cognitive
Therapies is committed to helping survivors of disaster and
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sent, most cognitive-behavioral therapy research
compares a specific cognitive-behavioral therapy
package to medication, a “supportive” but inactive
therapy of equivalent duration, or wait-list, or no-
treatment controls. Collaborative projects that
include comparisons of cognitive-behavioral therapy
against bona fide delivery of early interventions by
the experts with other perspectives will be the best
and fastest way to empirically separate “the wheat
from the chaff ”.

2. As research provides evidence-based support for partic-
ular interventions, it will be important to disseminate
those interventions to a wide-range of practitioners.
Thus, dissemination research will be critical to deter-
mine the transportability of interventions from the
experts who developed it to the practitioners in the
field, and to determine the optimal methods for dis-
semination (such as various combinations of manu-
als, workshops of varying durations, Internet-based
training, periodic retraining, and distance or on-site
supervision and consultation).

3. A full range of research designs should be utilized to
evaluate intervention efficacy, from the lauded ran-
domized, controlled, clinical trials to an extended
series of well-controlled single-case designs. There
should be a focus on quantitative data, but not to the
exclusion of properly collected qualitative data. A
movement beyond self-report data also is recom-
mended as the nearly exclusive reliance on quick self-
report measures limits researchers to indirect mea-
sures (including interviews) that can be biased by the
need to recall how one was feeling “last week”, and
open the door to expectancy effects and other chal-
lenges to validity. Reports of significant others (e.g.,
spouse, teacher), clinician evaluations (observational
checklists that might be completed following a help-
ing encounter), direct behavioral observations by self
or others (such as time-sampling procedures), and
direct physiological measures (e.g., heart rate) are
missing from most intervention research—especially
early intervention. Also missing are efforts to evaluate
the acceptability and social desirability of interventions,
as it is important to remember that evidence-based
practices with a high dropout rate essentially are
ineffective. Clearly, these will be difficult steps, espe-
cially in the context of a disaster or terrorist event;
however, we need not wait for the “next big event” to
develop and test early interventions. Small-scale dis-
asters occur with great regularity, such as local flood-
ing, forest fires, mudslides, industrial accidents (e.g.,
fires and chemical releases). These smaller events can
be the proving grounds for early interventions and
more sophisticated research designs.

4. Finally, as intervention packages are developed and
empirically supported, it will be important to engage
in dismantling research with the goal of determining
which components of a package do or do not con-
tribute to its effectiveness (keeping in mind that
some components may have higher acceptability and

tions. Of greatest need for the timely delivery of early
intervention will be the development of brief screen-
ing assessments. It will be important that the brief
screening assessments not only include symptoms,
but areas of functioning and indices of exposure and
loss, as these are key risk factors. A mechanism for
easy—and confidential—distribution and collection
of screening assessments will be needed, with the
possibility of requesting several screens over a period
of weeks to months.

4. Interventions (as well as screening mechanisms)
must address the wide range of post-event reactions
and problems, not just acute stress disorder and
PTSD. Thus, the behavioral, cognitive, and physio-
logical symptoms of depression, grief and bereave-
ment, substance abuse and dependence, and other
anxiety disorders must be addressed. Protocols likely
will be needed for persons with pre-existing disorders
(e.g., chronic mental illness) that may be exacerbated
by the events.

5. Interventions that are described as psychological f irst
aid must be developed more fully and tested for use
in the impact (relief ) phase of a disaster or terrorist
event.67,125 Such interventions primarily focus on
support, safety, meeting basic needs (food, water,
shelter), and orientation as to what to do and where
to go. This also may prove to be a time for complet-
ing brief screening assessments and making first
mention of the availability of mental health services, but
likely not a time for complex psychological interventions.

6. Early intervention has focused on what to do at some
proximal time point after the event. There has been
little attention paid to the area of pre-event prepared-
ness. Efforts must be made to inform and educate the
general public before a disaster or terrorist attack
(especially in those geographic regions most likely to
experience one or the other or both) as to what they
might expect from a psychological perspective in
terms of symptoms, time-course, and risk; and what
they will be able to do to address any psychological
issues post-event, such as information on coping
skills, social support, and therapy options. This would
entail media campaigns to initially inform the public
and to make fuller educational materials available on
the Internet and print or DVD formats. Grant fund-
ing could be sought to evaluate such efforts on a small
scale to determine their feasibility and effectiveness.
Collaboration would be sought from social psycholo-
gists, sociologists, and other specialists in communi-
cations. The primary goal would be awareness and
receptivity to effective helping programs post-event.

Supporting Research
1. Intervention research should include a range of

strategies beyond those of cognitive-behavioral ther-
apy.This is necessary to fully demonstrate—from the
full range of options—what does and does not effec-
tively address specific outcomes in the aftermath of
disaster-causing events and terrorist attacks. At pre-
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chologists and members of the disaster mental health
response community. First, similarities between models of
cognitive-behavioral psychology and models of disaster
mental health response suggest considerable compatibility
between the two approaches. Second, effective cognitive-
behavioral treatments for PTSD, depression, substance
abuse, and other mental health problems have been devel-
oped. That many of these same problems can be caused or
exacerbated by exposure to disaster or terrorist attack sug-
gests that these treatment approaches may be useful in
work with disaster/terrorism survivors. Third, the empiri-
cally-supported behavior change methods used in cogni-
tive-behavioral treatments can be brought to bear on the
specific challenges of disaster mental health response.

make the overall package more palatable, thus reduc-
ing drop-out rates). Related to this is the need to
conduct a functional analysis to determine who is
most likely to benefit from what intervention at what
time. The overall goal is to avoid “throwing the
kitchen sink” at everyone who presents for treatment,
but rather to make intervention selection a needs-
based process so as to make the most of resources
that will be scarce in the immediate aftermath of dis-
aster and terrorism.

Conclusions
There are several arguments for encouraging a greater
degree of collaboration between cognitive-behavioral psy-
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